DISCUSSION
Regressive tetraplegia after tracheal resection is rare, and as far as we know, it has been mentioned only once in the literature. 5 In neurosurgical and cardiosurgical procedures, it is a well-known complication. Especially in aortic reconstruction with prolonged cross clamping of the aorta or division of one or more intercostal arteries at the level of the lower thoracic vertebra, the blood supply of the medulla is jeopardized.6
Our patient showed a complete loss of motor activity below level C7, except for the activity of the pelvic muscles. A possible explanation for this phenomenon may be the development of a relative stenosis of the cervical medullary channel as a result of the maximal anterior flexion of the neck. This could have caused a partial compression of the anterior spinal artery, which became symptomatic during the period of hypotension. On an MRI scan, a relative stenosis of the vertebral channel by spondylosis was seen on level C7. There was no compression of the medulla.
Obstruction of the anterior spinal artery occurs in several diseases, ie, embolization during or following aortic surgery, arteritides, aortic dissections, cervical spondylosis, cervical intervertebral disk hernia, syphilis, and compression by tumor. 7 In general, occlusion of the anterior artery leads to a loss of pain and temperature sensation below the level of the lesion in combination with a paralysis of motor function and a relative or absolute sparing of the proprioceptive sensation. 6 The prognosis depends on the duration of occlusion and the existence of anastomoses.
In our patient, there was a decreased blood flow in the Immunocompromised patients may develop invasive aspergillosis, frequently with fatal results. The lung parenchyma usually is involved, but only rarely do patients develop ulcerative tracheobronchitis as a local manifestation of the infection.1"2 The patient described here rapidly developed distal tracheal obstruction and necrotizing tracheobronchitis from an Aspergillus infection after bone marrow transplantation.
CASE REPORT
A 20-year-old white man presented with weakness, fatigue, and shortness of breath. His white blood cell (WBC) count was 2,000/mm3. His hemoglobin level was 5 g/dl. His platelet count was 20,000/mm3. A bone marrow biopsy revealed hypocellular marrow with megaloblastic maturation of the red cell line and scattered normal-appearing megakaryocytes. The remainder of the evaluation, including chest x-ray film, blood chemistry values, and human immunodeficiency virus test, was normal. The patient's physical examination disclosed no further abnormalities, and the diagnosis was aplastic anemia of idiopathic origin. Bone marrow cytogenetics did not reveal any evidence of preleukemia. Therapy with cyclophosphamide, 60 mg/kg, was begun 4 days prior to bone marrow transplantation. On the 4th day of this treatment, the patient received total lymphoid irradiation (7.5 Gy as a separate mantle abdominal field, inverted Y). Bone marrow from a human leukocyte antigen-identical relative was transplanted into the patient the next day. The patient was discharged 2 weeks later with a white blood cell (WBC) count of 5,800/mm3, a hemoglobin level of 9.1 g/dl, and a platelet count of 31,000/ mm3; there were no signs of graft versus host disease. Immunosuppression was achieved with cyclosporine and steroids.
The patient was evaluated 3 weeks later for night sweats, shortness of breath, and throat tightness. The patient was afebrile; with clear lung fields bilaterally, no lymphadenopathy, and a soft abdomen without guarding. The chest x-ray film (Fig 1) (Fig 2) demonstrated necrosis of the bronchial wall and possible invasion into the right pulmonary artery. Because the mass invaded the distal trachea, right mainstem bronchus, and pulmonary artery, surgical resection (right sleeve pneumonectomy with carinal resection) was not recommended. Maximum antifungal therapy was continued. The absolute neutrophil count was 8,700/mm3 (normal range, 1,700 to 7,300).
Ten days later, the patient experienced sentinel hemoptysis and stridor from acute airway obstruction. At bronchoscopy, an aspergilloma was noted in the left naris. Rigid bronchoscopy showed an aspergilloma that obstructed the distal trachea. Morcellation or laser fulguration was not possible because of hypoxia. The mass (7.5X2X3.2 cm) was immediately removed. Fatal hemorrhage ensued from rupture of the right pulmonary artery wall into the proximal right mainstem bronchus. Surgical resection may be considered if the disease can be completely encompassed with the planned resection and the patient can tolerate such a procedure safely. Young patients without an underlying lethal disease (eg, malignancy, AIDS) may benefit from more aggressive treatment. Surgeons must consider the potential for massive hemoptysis when planning treatment for airway obstruction from Aspergillus.
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